second occasion I had the patient on the X-ray table, and Captain Berry helped me greatly by telling me where the probe was, by means of the screen. To anyone who has difficulty with this kind of case I recommend a similar method. A Case of Frontal Sinusitis. By T. B. LAYTON, F.R.C.S. MR. S. was referred to me last July by Mr. Eason with a swelling of the right orbit and diplopia. In the nasal fossa no pus was seen, but the mucous membrane coverinrg the middle turbinal was oedematous and polypoid when compared with the other side. At the operation a cavity the size of a duck's egg was found occupying the space of the frontal and anterior ethmoidal air cells. It contained polypoid masses of mucous membrane, which were thoroughly scraped away. A large opening was made into the nasal fossa and the cavity packed with ribbon gauze, the end of which was brought out through the anterior nares. This was removed thirtv-six hours later. The wound was sutured in its whole length.
At the time of writing these notes I have not seen the patient since a short time after the operation, but he writes under the date of March 24: "I have a difficulty in keeping my nose quite clear . . . but the left nostril is qulite as troublesome in this way as the right. My diplopia has not entirely disappeared, though it is better."
DISCUSSION.
Dr. P. WATSON-WILLIAMS: It was interesting to see, in a patient who had a cavity the size of " a duck's egg," that there is so little deformity.
Partly from the notes, and partly from the patient having told us that he had not suffered much from headache or nasal discharge, I conclude it was probably a mucocele rather than what one regards as frontal sinusitis. Probably the mucocele had existed longer than was suspected, and attention was not directed to it till the contents were undergoing degenerative changes, and the secretions were perhaps being more rapidly increased. There must have been also absorption under pressure, the cavity occupying the supposed frontal sinus and anterior ethmoid cells and extending downwards, as mucoceles do. I understand the. anterior wall had been largely absorbed before the operation, and therefore the operation was more or less restricted to simple opening and drainage, and that no question of a Killian operation was possible. Secondly, the cosmetic result is wonderfully good, considering it was an obliterative operation with a large cavity, without retention of any bridge or plastic flap, or anything of that kind. It makes one feel it is possible to exaggerate the importance of the bridge in getting a cosmetic result, even in cavities of this size.
Mr. ARCHER RYLAND: If this case has been one of suppurative sinusitis, and not of mucocele, as Dr. Watson-Williams has suggested, the patient has done extraordinarily well. The nasal septum is considerably deviated to the right, this making it difficult to secure adequate drainage. Mr. Layton told me that be found caries of the inner part of the upper orbital rim. This indicates in my view an infective sinusitis rather than a mucocele.
Case of Supraglottic Tumour, which proved to be a Cavernous Angeioma.
By NORMAN PATTERSON, F.R.C.S., and NORMAN PIKE, M.B.
MRS. L., aged 47. She gives the history that for five or six years there has been trouble with the voice, which sounds weak and toneless, and some difficulty in swallowing. The breathing becomes noisy at times and the patient states that she breathes better when the head is turned to the left side. She thinks that the symptonis have become rather worse lately. The patient also states that she used to weigh 9 st. 5 lb., and now weighs only 7 st. 24 lb.
On examining the larynx a large smooth tumour of a bluish pink colour is seen to occupy the supraglottic region. It extends from the neighbourhood of the left pyriforin fossa over the left aryta-noid and aryepiglottic fold, hiding from sight the greater part of the larynx. The attachment appears to be pedunculated and situated on the left side. The whole tumour moves upwards on phonation.
Opinions as to diagnosis and treatment are invited.
Mr. W. H. JEWELL: I think this is a cyst connected with the epiglottis and left aryepiglottic fold, and might be removed by suspension laryngoscopy and a snare.
Mr. W. STUART-Low: I have had a number of cases such as this which I believe to be cystic, and found repeated galvano-cautery puncture effects a wonderful and rapid improvement, the fluid contents being evacuated and the cyst collapsing and shrivelling up.
